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Although drug and alcohol abuse are not restricted to urban
America, it has been the crack wave in the inner cities that has gal-
vanized public attention. Young women seem to have been swept
up in its wake to an unprecedented degree. In New York State, for
example, the agency regulating drug treatment reported that
women comprise 30% to 40% of the crack-addicted population, a
larger proportion than of any other addicted population.1'2 Estimates
derived from nationwide, hospital-based surveys of parturient
women in the late 1980s indicate that approximately 10% used illic-
it drugs; this represents a threefold to fourfold increase from earlier
in the decade.34
Although there is consensus that action must be taken to improve

this situation, there has been profound debate as to the appropriate
societal response. In general, one side in the debate has been occu-
pied by those who promulgate criminal penalties for women using
drugs while they are pregnant. At least 167 women in 24 states have
been criminally charged for using drugs during pregnancy. The
majority of these cases have not gone to trial: the women have
accepted plea bargains or alternative sentences to incarceration, or
the cases remain outstanding. To date, however, all such cases that
have been brought to trial have resulted in dismissals, acquittals, or
overturned convictions. Nevertheless, new charges are being
brought at an increasing pace, tripling since 1990.5
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These charges, generally fall into two categories: (1) criminal
child abuse and (2) drug possession or delivery (the delivery of a
controlled substance to a minor). Arguments in both categories rely
on defining a fetus as a child, and thus implicitly stake out a posi-
tion in the ongoing national struggle over fetal status and the auton-
omy of the pregnant woman, which in turn, derive from the abor-
tion controversy. The dismissal of charges and reversal of convic-
tions, for the most part, have been on the grounds that the law does
not define the fetus as a child and that the statutes invoked were
not intended to apply to prenatal conduct. Recently, Florida's State
Supreme Court overruled such a conviction in the case of Johnson
v. State declining "the State's invitation to walk down a path that
the law, public policy, reason and common sense forbid it to tread."6
Simultaneously, civil charges of child neglect or abuse have been

filed against women after delivery, when illicit drug metabolizes are
detected in the urine of neonates. Nine states have passed bills
defining drug use during pregnancy as child abuse or neglect.7
Many states have interpreted existing statutes or regulations so

that child protective authorities can intervene when maternal drug
use is detected at the time of birth. Many more women and new-
borns are affected in this manner than by criminal prosecution.8
The organized public health and medical communities have

opposed prosecution and have concurred that the best way to
resolve the problem is through providing drug treatment.9'0 Critics
of the prosecutorial approach have argued that it is unfair to penal-
ize pregnant drug users when the general shortage of drug treat-
ment is often exacerbated by their categorical exclusion.1' In the
parallel system of civil commitment for drug and alcohol
dependence, 14 states require evidence that appropriate treatment
is available and 5 states require that this treatment be beneficial
before permitting such commitment (emphasis added).'2"3
However, neither the criminal justice nor child protective systems
ensure that drug treatment services are available, much less that
these services can accommodate women with child care responsi-
bilities, when they take action against women for using drugs dur-
ing pregnancy.

SUJNMER 1993 BULLETIN OF THE NEW YORK ACADEMY OF MEDICINE PAGE 51



W. CHAVKIN, D. PAONE, P. FRIEDMAN, AND I. WILETS

Although proponents for treatment are clear about the general
framework they support, many have acknowledged that the term
"drug treatment" does not refer to a standard therapy but applies to
a wide variety of interventions. The definition of treatment
becomes critical for its advocates both to ensure that useful services
are provided, and to clarify flashpoints in the legal/ethical debate on
this topic.
To efficiently and systematically develop a definition of effective

drug treatment for mothers, we drew upon the experience of
women needing this treatment and compared their opinions with
those of experts. This exploratory study was intended to generate
hypotheses regarding effective treatment for inner-city, crack-
addicted mothers. It employed a triangulated design and included
life-history data from the target population, their opinions about
effective treatment, and the opinions of experienced providers. In
this article we describe the women subjects, and compare the opin-
ions of both the experts and the women regarding critical compo-
nents of a successful drug treatment program. We then discuss
some of the issues that have emerged as critical in the light of the
ongoing legal/ethical debates.

Methods

The Target Population
The goal was to recruit indigent, crack-using mothers from

diverse settings in New York City. Because the universe of drug-
using mothers is not knowable, and it is thus impossible to derive a
representative sample, an opportunity sample was constructed of
146 women who were currently or recently crack- or cocaine-addict-
ed and who were either pregnant or mothers of children younger
than 5 years of age. Most studies of drug users draw subjects from a
single treatment program. In an effort to expand this pool to diver-
sify the study population, we recruited subjects from both treat-
ment and nontreatment sites, which were similar in serving low-
income women but diverse in mission and approach and geographi-
cally dispersed throughout the city. Data were obtained from
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women from therapeutic communities (n = 15); drug-free outpa-
tient programs (n = 14); acupuncture treatment (n = 15);
methadone maintenance treatment programs (n = 17) (45% of
methadone patients use crack and cocaine concurrently; Nina
Peyser, Program Sponsor, Methadone Maintenance Treatment
Program Beth Israel Medical Center, New York City; personal com-
munication; 1990); from graduates of treatment programs (n = 11);
from women in AIDS prevention outreach programs (n = 14);
homeless shelters (n = 15); postpartum hospital units (n = 17); pre-
natal care clinics (n = 15); and jail (n = 13).
Women participants were surveyed in a 1-hour, face-to-face inter-

view which used both closed and open-ended questions to inquire
about life history, as well as opinions regarding drug treatment.'4
Study participants were guaranteed anonymity. The study protocol
and informed consent were approved by the Institutional Review
Boards of host and participating institutions. Subjects received a
designer watch worth $20 in appreciation of their participation.

Expert Panel
The expert panel was composed of 51 professionals from 20

states who had expertise in the treatment of pregnant and parent-
ing addicted women and/or their children. A snowball sampling
technique was used to generate the sample using professional net-
works of study contacts,'5 16 beginning with the National Institute
on Drug Abuse. The experts were chosen for national reputation
and for professional and geographic diversity. Their fields of exper-
tise included obstetrics, pediatrics, social work, corrections, child
welfare, addiction treatment, and psychiatry.
The expert panel was surveyed using the Delphi technique.7" 18

This survey method structures group communication so that a
panel of experts can pool their knowledge to address a complex
problem that can benefit from subjective judgment on a collective
basis. This technique is useful when panel members are dispersed
geographically.

In the Delphi survey, the panel of experts answered a series of
two questionnaires, with the content of the second mailed ques-

SUMNIMER 1993 BlTLLETI IN OF THE NEW YORK ACADENIY OF MEDICINE PAGE 53



W. CHAVKIN, D. PAONE, P. FRIEDMAN, AND I. WILETS

tionnaire developed from the results of the first telephone inter-
view. The experts were asked to choose the most critical aspects of
drug treatment from among their pooled responses, rate these on a
four-point modified Likert scale, and indicate the three most
important subservices for each of the critical components identi-
fied. Results of the two questionnaires were expected to reflect
both the range of opinion and the extent of consensus in the panel.
The second questionnaire generated by the experts was also pre-
sented to the women subjects who were asked to select the 1 1 pro-
gram components and 3 subservices in the same fashion as the
experts.

Statistical Analysis
All study data were entered and analyzed using the SAS statisti-

cal package. X2 and Fisher's exact two-tailed probability tests were
used to analyze categorical variables, and nonpaired, two-tailed
tests were used for the continuous variables. Significant differences
are reported at the .05 level.19
A "trauma index" was constructed to investigate the impact of

the women's past life events on recent outcomes. A score was
assigned corresponding to the number of previous traumatic events
experienced (addiction in the family of origin, psychiatric history,
sexual abuse, jail, initiation of drug use by age 15 years); for exam-
ple, a woman who had been sexually abused and had a family histo-
ry of drug addiction would receive a score of 2 (range 0 to 5). This
index was then entered into a logistic regression equation to deter-
mine whether these traumatic past experiences moderated current
drug-associated behaviors, such as daily drug use, involvement with
a man who coercively provided drugs, or the exchange of sex for
drugs.
Ratings of each "critical component" and subcomponent of drug

treatment were computed on a modified Likert scale measuring
"importance." Expert and target group selections of components
were compared.
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Results

Previous Trauma
Table I presents demographic and selected characteristics of the

146 women participants. Most participants were members of racial
and ethnic minorities, were born in the United States, received
Medicaid, and had an average of 11.5 years of education. More than
half had been recently homeless, had a history of "bad nerves," and
had a drug- or alcohol-addicted member in their family of origin.
About half had been incarcerated at least once; had been victims of
at least one forced sexual encounter; had been sexually involved
with men who urged them to use crack during their pregnancies.

TABLE I.
SELECTED CHARACTERISTICS OF THE SAMPLE*

VARIABLE MEAN SD RANGE

Age [146] 29.4 6.2 19-49
Years of education [146] 11.5 2.0 4-17

N %

Ethnicity [146]
Black 84 58
Hispanic 47 32
White 13 9
Other 2 1

Source of medical insurance [145]
Medicaid 108 75
Private insurance 13 9
Don't pay 12 8
Cash 2 1
Other 10 7

Homeless within past 2 years [146] 84 58

Ever had "bad nerves" [146] 84 58

Medicated for nerves [83] 38 46

Hospitalized for nerves [83] 22 27

Ever had forced sex [146] 74 51

Ever imprisoned [145] 67 46

Family history of drug or alcohol abuse [146] 99 68

* Percentages may not add up to 100% due to rounding. Numbers in brackets indicate number responding to
specific questions.
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Table II presents data regarding past and current drug use. The
mean age for initiation of cigarette use was 14.5 years, for alcohol
use it was 15.5 years, and for other drugs it was 17.7 years.
Marijuana was usually the first drug with which they had experi-
ence. Even though study participants, by definition, met the eligi-
bility criterion of current or recent crack addiction, about half
reported multiple drug use.
Table III presents data on the logistic regression analysis. This

analysis revealed that high scores on the trauma index, and having

TABLE II.
DRUG HISTORY INCLUDING CURRENT DRUG USE BEHAVIORS

MEAN SD

Age at first use
Alcohol [119] 15.5 3.9
Drug (not alcohol) [1431 17.7 5.3
Cigarette [142] 14.5 3.1

N %

First drug used/excluding alcohol [146]
Marijuana 94 65
Cocaine, snorted 23 16
Heroin, snorted 12 8
Crack, smoked 6 4
Heroin, cocaine, injected 6 4
Other 5 3

Drugs used currently [138]
Crack, cocaine, smoked 93 67
Cocaine, injected, snorted 45 33
Alcohol 44 32
Marijuana 39 28
Heroin, injected, snorted 24 17
Program methadone 26 19
Other 26 19

Poly drug use [130] 69 53

Frequency of use [144]
Daily 80 56
More than weekly 27 19
Weekly 18 13
Occasional binge 13 9
Other 6 4

NIale pressure to use drugs during pregnancy [146] 47 41

Exchange of sex for drugs [146] 52 36

Ever in drug treatment [146] 123 84

* NuImbers in brackets indicate number responding to specific question.
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TABLE III.
MULTIVARIATE ANALYSES

Adjusted Odds Ratio
x2 P value (95% confidence interval)

Logistic regression equation
for predicting male pressure

2.015
Trauma index 16.01 .0001 (1.43, 2.84)

4.92
Never in drug treatment 6.97 .0083 (1.51, 16.12)
Not having completed 3.55

12 years of education 6.89 .0087 (1.38, 9.16)
1.11

Age at the time of study 5.53 .0187 (1.02, 1.21)

Logistic regression equation
for predicting sex for drugs

1.576
Trauma Index 10.03 .0015 (1.19, 2.09)
Not Having completed 2.754

12 years of education 7.36 .0067 (1.33, 5.72)

Logistic regression equation
for predicting daily use of drugs

1.442
Trauma index 6.60 .0102 (1.09, 1.90)
Not having completed 2.469

12 years of education 5.59 .0181 (1.17, 5.22)

Logistic regression equation
for predicting homelessness

1.399
Trauma index 6.16 .0131 (1.07, 1.82)
Not having completed 2.604

12 years of education 7.13 .0076 (1.29, 5.25)

less than 12 years of education predicted certain current outcomes:
recent homelessness, involvement with a man who urged drug use,
daily drug use, and exchanging sex for drugs.

Women's Concern About Impact of Drug Use on Pregnancy
Table IV presents data on the women's reproductive histories.

Almost all reported having used at least one drug during pregnancy,
although three-quarters of them considered it "harmful to the
baby" and wanted to stop. More than half reported decreasing the
amount of crack or cocaine used during pregnancy, and almost one
quarter said that they had stopped.
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TABLE IV.
REPRODUCTIVE HISTORY

Reproductive History Mean SD Range

Average number of pregnancies [146] 4.3 2.2 1-12

N %

Condition [146]
Currently pregnant 37 25
Not currently pregnant 107 73
Don't know 2 1

Drug use during pregnancy [146]
Used drug during pregnancy 125 86
No change 11 9
Cut down 71 58
Stopped 28 23
Used more 13 11
Considered harmful to baby 94 75
Wanted to stop using drugs 93 74

Prenatal care [146] 125 86

Adequacy of prenatal care [1251
Adequate 39 31
Intermediate 19 15
Inadequate 67 54

Reasons for not seeking prenatal caret [711
Felt bad about drug use 30 42
Embarrassed/guilty about drug use 30 42
No money 22 31
Too high 21 30
Too busy 18 25

NOTE: Adequacy of prenatal care was calculated according to the standards of the American
College of Obstetricians and Gynecologists (ACOG). Inadequate prenatal care may have been
slightly overestimated due to differences in measurement scales between ACOG and the instru-
ment used for this study.
* Numbers in brackets indicate number responding to specific questions.
t Multiple responses possible, therefore percentages will not add up to 100%.

Although the most respondents reported having received prena-
tal care during the index pregnancy, only one-third of them proba-
bly actually received "adequate" prenatal care according to the
standards of the American Academy of Pediatrics and the American
College of Obstetricians and Gynecologists.20 The most commonly
reported reasons for not seeking prenatal care included "having felt
bad about using drugs," and having "felt guilty or embarrassed
about being a drug-using pregnant woman."
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Expert and Women's Opinions About Drug Treatment
The degree of concordance between the women and the experts

was very high regarding the overall design of treatment (see Table
V). The experts identified 1 1 program components as essential to a
drug treatment program's effectively addressing women's needs. All
the experts stated that the women's economic concerns and basic
skill deficits should be addressed by drug treatment, with 90% cit-
ing safe shelter as the main priority. Most experts (78%) described
the need for a continuum of care, stressed relapse prevention
(50%), and stated that addicted women needed comprensive ser-
vices (99%). (Percentages in the text that are not displayed in the
tables are from first round of Delphi.) The women concurred on
the importance of all 11 components, with services for children and
aftercare considered to be the most important. Both the experts and
the women stated that treatment planning should be individual-
ized. Although the original intent of the study was to investigate
treatment specifically for crack addiction, neither drug choice nor
drug treatment history were associated with the trauma index or
with opinions about desirable treatment.
Of the experts, 69% stated that prior experiences with violence

needed to be addressed in treatment. The women emphasized
family addiction and childhood experiences as important issues to
address in treatment.

All the experts agreed that the parenting role of women must be
addressed for treatment to have the optimal chance to succeed, and
73% emphasized the importance of including women's partners and
family in treatment. More than half of the experts stated that
women are kept out of treatment by lack of child care (both at
home and at treatment). Most experts (55%) considered providing
services for parents and children to be an important strategy for pre-
venting drop-out from treatment.
Experts and women agreed that the most important areas for

advocacy by treatment staff on behalf of addicted women were
housing, child protection, and welfare (Table V). The importance of
supportive treatment was stressed by all. More than half the
experts considered treatment unlikely to succeed if time in treat-
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TABLE V.
WOMEN'S AND EXPERTS' SELECTION OF THE MOST IMPORTANT COMPONENTS

AND SUBCOMPONENTS IN ADDICTION TREATMENT

Component Experts, % Women, %

Aftercare 100 98
Twelve steps 67 49
Individual counseling 42 70

Services for children 98 98
Child development 81 87
Play therapy 77 76

Issue-oriented counseling 100 92
Self-esteem 62 60
Guilt and shame 49 44
Sexual violence 45 27
Depression 40 46
Family addiction 19 44

Program orientation 98 95
Individual treatment plans 64 50
Urine testing 19 52

Staff 96 98
Skilled workers 34 65
Cultural sensitivity 87 26

Addiction services 98 95
Residential for mother and child 96 90

Education and training 98 97
Parent training 89 81
Vocational 55 73

Counseling services 96 97
Family and children's therapy 78 73
Individual counseling 63 67
Women's groups 52 56

Health care on-site 85 96
Prenatal care 82 76
HIV 69 47
Pediatrics 47 51

Concrete services 94 95
Housing 100 96
Food 77 83

Advocacy 91 94
Housing 81 85
Child protection 79 73
Welfare 53 70
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ment was limited (67%), if confrontational styles were employed
(59%), or if most treatment staff were male (51%). Both the women
(98%) and the experts (100%) considered aftercare to be a critical
priority. This conforms with the understanding of addiction as a
chronic relapsing condition and has implications both for the design
of treatment and the evaluation of its success.21 22

Discussion

Trauma
The prevalence of traumatic histories among these women is

striking; approximately half them had experienced sexual assault,
jail, psychiatric treatment and had grown up in families affected by
drugs and alcohol. Because the sample comprised poor, urban,
drug-using women, and because no control group was studied, it is
not possible to posit a causal link between these traumatic experi-
ences and drug addiction; perhaps such trauma is widespread
among non-drug-using poor women as well. Other studies have also
reported the high prevalence of sexual assault, psychiatric distur-
bance, and parental chemical dependency among women addicts;
but these have also generally lacked control groups,23-30
This study, however, does demonstrate an association between

past trauma and current drug-related behavior that permits infer-
ences for the design of treatment. The higher the trauma score,
that is, the greater the number of traumatic events in the life of an
individual, the more likely she is to be currently sexually involved
with a man who coercively used her to use drugs, and to be a heavy
user herself. Although these findings do not show that past history
of trauma is causally linked to the development of addiction, the
association between previous trauma and current behavior leads us
to hypothesize that treatment for addiction should incorporate ther-
apy for sexual violence, family history of addiction, and other trau-
ma.3' The efficacy of such an approach requires evaluation in a con-
trolled study.
Both the experts and the women concurred that therapy for past

trauma should be included under the rubric of drug treatment. The
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experts emphasized treatment for sexual and domestic violence,
and the women stressed treatment for psychiatric disturbance, their
own parents' addiction, and their own childhood experiences. Both
the experts and the women emphasized the necessity of providing
these psychodynamically oriented services within a context that
acknowledges economic survival as essential.

Concern for Children
As described earlier, the rationale for prosecution of addicted

pregnant women has been concern for the children.35-37 Interestingly
enough, many addicted women share this orientation. Rosenbaum
described women heroin addicts as having contempt for those who
failed to quit during pregnancy.38 39 The data presented here are
consistent with previous reports which describe guilt, shame, and
feelings of failure among addicted mothers for providing inade-
quately for their children or exposing them to drug-dominated
environments." Others have described pregnancy as an opportune
time to engage addicted women in treatment because of their
enhanced motivation; these data are consistent with that finding as
well.47 The women selected family therapy aimed at relationships
with children as the preferred counseling modality, underscoring
the importance they accorded their children.
Moreover, concern for their children's well being motivated the

women to enter drug treatment, and most of them reported
reduced drug use while they were pregnant as a result of that con-
cern. Conversely, guilt and shame over using drugs while they were
pregnant kept many women away from prenatal care. Thus, con-
cern for children appears to be double-edged: on the one hand, it
can be a source of motivation for recovery, and on the other, feel-
ings of maternal guilt and failure may lead to avoidance of services.
Gatekeepers, such as obstetricians, social workers, or child protec-
tion workers, and treatment providers may need to enhance the
motivation by offering hope, and not exacerbate the shame and
feelings of maternal incompetence.
Maternal responsibility for child care and the lack of child-care

facilities connected with drug programs combine to prevent many
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addicted women from receiving treatment. More than a decade ago,
Beschner and Thompson reported that the majority of drug treat-
ment programs, including those specifically geared for women, did
not provide child care, and thus effectively precluded many
women's ongoing participation in treatment.52Some therapeutic
community proponents justified this according to their doctrine of
focusing treatment solely on addiction. Discussion of other con-
cerns, such as responsibility for children, was considered to be an
attempt by the patient at evasion or denial of the primary problem
of addiction. Some therapeutic communities have modified this
position in relation to parental responsibilities.-" However, because
of lack of child care arrangements, many women still face the
"Sophie's choice" of placing children in foster care in order to par-
ticipate in drug treatment, or losing custody of the newborn to child
protective services for failure to participate in treatment while preg-
nant.

Implications for Treatment
One hypothesis generated by these findings is that treatment for

mothers will be more effective if therapy for sexual violence, family
addiction, and relationship with children is centrally incorporated.
Such a treatment design represents a departure both from the
Therapeutic Community and Twelve-Step models, as well as from
the more medically oriented methadone or disulfiram models. As
discussed previously, the first two models insist that addiction must
be addressed as the primary problem and separate it from issues of
parenting, sexual abuse, etc. Our hypothesis in no way repudiates
the useful contributions of these other therapeutic approaches, but
posits that unless the major factors associated with chemical depen-
dency are addressed in substance abuse treatment programs, early
relapse can be anticipated. We further hypothesize that a successful
program needs to assist women in maintaining relationships with
their children, in sorting our relationships with their partners and
families, and developing extended support networks. This visions
of women within the context of "relationships" again requires eval-
uation as it represents a departure from previous treatment ideolo-
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gy that had advocated severance from former peer groups on the
assumption that they have fostered drug use.
Experts opposed the use of confrontational strategies which have

often been utilized in male-oriented programs to break down
denial, stating that the heightened guilt and shame experienced by
many chemically dependent women is often exacerbated by such
approaches.
The consensus which emerged between the experts and women

on the importance of all 11 program components indicates a com-
mon vision of what comprises effective treatment for women: an
approach that combines treatment for drug addiction with medical
and therapeutic services for mother and child. Such a model pro-
gram would also offer women education, job training, assistance
with concrete needs such as day care and housing, and long-term
after-care focused at relapse prevention and management. Although
this approach is not new (it formed the basis for the model pro-
grams that started in New York, Philadelphia, Chicago, Detroit,
Boston, and elsewhere during the past 20 years), it is still not wide-
spread .4-
While generalizing from these study findings because of the con-

straints of the sampling approach must be avoided, similar findings
from other studies, and the regression analysis, lend credence to an
association between past trauma and drug-associated behaviors.
The association between high scores on the trauma index with the
severity of drug use, and with other drug-associated behaviors that
put women at high risk for HIV infection and experiencing further
violence, underscores the urgency of developing therapeutic inter-
ventions to address previous trauma.
Some of those who advocate criminal penalties for drug use by

pregnant women expressly intend to punish. Many, however, deny
retributive intentions and assert only an interest in protecting fetal
welfare. Many of these cite high relapse rates among drug users as
grounds for resorting to the criminal justice system rather than to
drug treatment.
These study data suggest that in addition to the chronic relapsing

nature of addiction per se, relapse by women may result in part
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from failure of treatment programs to address two specific needs: a
history of trauma and responsibility for children.59'60 It thus becomes
critical to the legal/ethical debate to delineate what is meant by
"drug treatment."
The comprehensive program described by the women and the

experts approaches an ideal which far exceeds the limited resources
generally available. Given recent reductions in human service pro-
grams, it seems unlikely that intensive services will be implement-
ed, evaluated, and established on a scale that makes them readily
accessible to those who need them. However, it is important to
emphasize both sides of this tension: services that provide ready
access for many need to be available rapidly; and services need to
be of high enough quality to be effective. Even the provision of
high-quality services for women with children will cost less than
incarceration, foster care, or tertiary medical care. Because of the
controversies about the cost and the legal debates over the desired
social response to drug use during pregnancy, it is essential that we
advocate for treatment that is likely to be effective. An empirical
knowledge base is necessary. This study was intended to provide a
first step.

Acknowledgments
This work was supported by the Greater New York March of

Dimes, the United Hospital Fund, and the JM Foundation. The
opinions are those of the authors who accept sole responsibility.
The authors gratefully acknowledge Jane McPherson, MPH,

MSW for her many contributions to this project. We thank the
women, the expert participants, the interviewers, Jacqueline
Cohen, Elena Mojica, Nayibe Pinzon, Jeanette Rios, Christine
Walton, and a student assistant, Theresa Massey. We appreciate the
thoughtful comments of Don Des Jarlais, PhD, Deborah Fish
Ragin, PhD, and Nina Peyser, MBA. Thanks to Maureen Miller for
her work on the manuscript.

SUMMER 1993 BULLETIN OF THE NEW YORK ACADEMY OF MEDICINE PAGE 65



W. CHAVKIN, D. PAONE, P. FRIEDMAN, AND I. WILETS

References
1. Kaestner E, Frank B, Marel R, et al. Substance use among females in New York, State: catch-

ing up with the males. Adv Alcohol Substance Abuse 1986;5:29-49
2. Division of Substance Abuse Services. 1989 update to the statewide comprehensive five year

plan, 1984-85 through 1988-89. Albany, NY: December 1987
3. Chasnoff IJ, Burns WJ, Schnoll SH, Burns KA. Cocaine use in pregnancy. N Engl J Med

1989;313:666-669
4. United States General Accounting Office. Drug exposed infants: a generation at risk: report to

the chairman. Washington, DC: Committee on Financy, US Senate; June 1990
5. Paltrow L. Overview of opinions and orders in criminal cases based on prenatal conduct and

sentencing based on pregnancy status. The Centerfor Reproductive Law and Poli/y; November
1992

6. Johnson v. State
7. Paltrow L. op. cit
8. American College of Obstetricians and Gynecologists (ACOG). State Legislative Fact Sheet: State

Laws on Pregnant Women and Substance Abuse. Washington, DC: ACOG; 1991
9. American Medical Association Board of Trustees Report. Legal interventions during pregnan-

cy: court ordered medical treatments and legal penalties for potentially harmful behavior by
pregnant women. JAMA 1990;264:2663-2670

10. American College of Obstetricians and Gynecologists Statement. Patient choice: maternal-fetal
conflict. Women's Health Issues. Fall 1990; 1: 13-15

11. Chavkin W. Drug addiction and pregnancy: policy crossroads. Am J Public Health 1990;80:483-
487

12. Chavkin W. Mandatory treatment for drug use during pregnancy. JAMA 1991;266:1556-1561
13. President's Commission on Law Enforcement and the Administration of Justice. Task Force

Report: Narcotics and Drug Abuse. Washington, DC; Government Printing Office; 1967
14. Harrell AV. Validation of self report: The research record. In Rouse BA, Kozel NJ, Richards

LG, et al, eds. Self-report methods of estimating drug use, National Institute on Drug Use
Research Monograph Series, No. 56. US Government Printing Office, Washington, DC,
1985

15 Biernacki P, Waldorf D. Snowball sampling: problems and techniques of chain referral sam-
pling. SociolMethods Res. 1981;10:141-163

16. Van Meter KM. Methodological and design issues: techniques for assessing the representa-
tives of snowball samples. In Lamper EY, ed. The Collection and Interpretation of Data from
Hidden Populations. National Institute on Drug Abuse Research Monograph Series, No. 90.
Washington, DC: US Government Printing Office; 1990. DHHS publication ADM 90-1678

17. Gopelrud, Walfish S, Broskowski A. Weathering the cuts: a Delphi survey on surviving cut-
backs in community mental health. Community Ment Health J. 1985;21:14-27

18. Linstone A, Turroff M. The Delphi Method. Boston, MA: Addison-Wesley Publishers; 1975
19. Hermansen M. Biostatistics: Some Basic Concepts. New York: Caduceus Medical Publishers, Inc;

1990
20. American Academy of Pediatrics and American College of Obstetricians and Gynecologists

(AAP/ACOG). Guidelinesfor Perinatal Care. 2nd ed. Washington, DC: AAP/ACOG; 1988
21. Gawin FH, Kleber HD. Evolving conceptions of cocaine dependence. Yale Biol Med.

1988;61:123-126
22. Tim FM, Fletcher B, Hubbard RL. Treatment outcomes for drug abuse clients. National

InstituteforDrugAbuse Research Monograph. 1991;106:93-112
23. Benward J, Densen-Gerber J. Incest as a causative factor in antisocial behavior: an exploratory

study. Contemp Drug Problems 1975;4:320-340
24. Brown A, Finkelhor D. Impact of child sexual abuse: A review of the research. Psychological

Bulletin 1986;99(1):66-67
25. Bryer J, Nelson B, Miller J, Kroll P. Childhood sexual abuse and physical factors in adult psy-

chiatric illness. Am J Psychiatr. 1987; 144: 1426-1430

PAGE 66 VOLLJNIE 70, NUMBER 1



TREATMENT OF MOTHERS

26. Burt MR, Glynn TJ, Fowder BJ, et al. Psychological characteristics of drug-abusing women.
NIDA Services Research Monograph Series. US Department of Health, Education and Welfare,
Public Health Service, Alcohol, Drug Abuse and Mental Health Administration; 1979.
DHEW publication ADM 80-917.

27. Evans S. Shame, boundaries and dissociation in chemically dependent, abusive and incestuous
families. WVomen Ther. 1988:157-179

28. Estroff TW, Gold MS. Medical and psychiatric complications of cocaine abuse with possible
points of pharmacological treatment. Adv Alcohol Substance Abuse. 1985-86;5:61-76

29. Harrison PA, Hoffman N, Edwall GE. Differential drug use patterns among sexually abused
adolescent girls in treatment for chemical dependency. JAddict. 1989;24:499-514

30. Ladwig GB, Andersen MD. Substance abuse in women: relationship between chemical
dependency of women and past reports of physical and/or sexual abuse. Int J Addictions
1989;24:739-754

31. Lindberg FH, Distort LJ. Post-traumatic stress disorders in women who experienced child-
hood incest. ChildAbuse Neg. 1985;9:329-334

32. Rohsenow DJ, Corbett R, Devine D. Molested as children: a hidden contribution of substance
abuse? J Substance Abuse Treat. 1988;5: 13-18

33. Root MPP. Treatment failures: the role of sexual victimization in women's addictive behavior.
Am J Orthopsychiatry. 1989;59:542-549

34. Wallace BC. Crack cocaine smokers as adult children of alcoholics: the dysfunctional family
link. J Substance Abuse Treat. 1990;7:89-100

35. Zuckerman B, Frank D, Hingson R, et al. Effects of maternal marijuana and cocaine use on
fetal growth. N EnglJ Med. 1989;320(12):762-768

36. Weston D et al. Drug exposed babies: research and clinical issues, zero to three. Bull Natl
Center Clin Infant Programs. 1989;9: 12-17

37. United States General Accounting Office. Drug exposed infants: a generation at risk. Report to
the Chairman, Committee on Finance, US Senate, June 1990

38. Rosenbaum M. Difficulties in taking care of business: women addicts as mothers. Am J Drug
AlcoholAbuse. 1979;6:431-446

39. Rosenbaum M. IWomen on Heroin. New Brunswick, NJ: Rutgers University Press; 1981
40. Reed B, Moise R. Implications for treatment and future research. In: Addicted Women: Family

Dynamics, Self-perception, and Support System. National Institute on Drug Abuse: DHEW
publication ADM 80-762 Washington, DC: 114-130. 1979: US Government Printing Office

41. Rosenbaum M. Sex roles among deviants: the woman addict. IntJAddict. 1987;16:859-877
42. Bauman PS, Dougherty FE. Drug-addicted mothers' parenting and their children's develop-

ment. IntJ Addict. 1983; 18:291-302
43. Colten ME. A comparison of heroin-addicted and non-addicted mothers: their attitudes,

beliefs and parenting experiences. Heroin-addicted Parents and Their Children: Two
Reports. Washington, DC: National Institute on Drug Abuse Services Research Report;
1980. DHHS publication ADM 81-1028

44. Coppolillo HP. Drug impediments to mothering behavior. Addict Dis IntJ. 1975;2:201-208
45. Lawson MS, Wilson MD. Parenting among women addicted to narcotics. Child lVelfare.

1980;59:67-79
46. Wellisch DK, Steinberg MR. Parenting attitudes of addict mothers. IntJ Addict. 1980;15:809-

819
47. Lief NR. Parenting and child services for drug-dependent women. Pregnant Addicts and Their

Children. New York: Center for Comprehensive Health Practice, New York Medical
College; 1985

48. Finnegan LP, ed. Drug dependence in pregnancy: clinical management of mother and child.
National Institute on Drug Abuse, Service Research Branch. Washington, DC: US
Government Printing Office; 1978

49. Suffet F, Brotman R. A comprehensive care program for pregnant addicts: obstetrical, neonatal
and child development outcomes. J Addict. 1984; 19: 199-219

50. Chasnoff IJ, ed. Drug Use in Pregnanty: Mother and Child. MTP Press, Massachusetts, 1986

StMMER 1993 BLLLETIN OF THE NE\ YORK ACADEMY OF MEDICINE PAGE 67



W. CHAVKIN, D. PAONE, P. FRIEDMAN, AND I. WILETS

51. Mondanaro J. Chemical/y Dependent Women: Assessment and Treatment. Lexington, MA: Lexington
Books; 1989

52. Beschner GM, Reed BG, Mondanaro J, eds. Treatment Services for Drug Dependent Women.
National Institute on Drug Abuse Research Monograph Series. U.S. Dept. of Health and
Human Services, Public Health Service, Alcohol, Drug Abuse and Mental Health
Administration, 1981. DHHS Publication ADM 81-1177

53. DeLeon G, Jainchill N. Residential therapeutic communities for female substance abusers.
Pregnancy and substance abuse: perspectives and directions. Bull N YAcadMed. May-June
1991: 67(3):277-290

54. Lief NR. Parenting and child services for drug-dependent women. Pregnant Addicts and Their
Children. New York: Center for Comprehensive Health Practice, New York Medical
College; 1985

55. Suffet F, Brotman R. A comprehensive care program for pregnant addicts: obstetrical, neonatal
and child development outcomes. J Addict. 1984; 19:199-219

56. Chasnoff IJ, ed. Drug Use in Pregnancy: Motherand Child. Massachusetts: MTP Press; 1986
57. Finnegan LP, ed. Drug Dependence in Pregnancy: Clinical Management of Mother and Child.

National Institute on Drug Abuse, Service Research Branch. Washington, DC: US
Government Printing Office; 1978

58. Finkelstein N, Duncan S, Derman L, Smeltz J. Getting Sober, Getting Well: A Treatment Guidefor
Caregivers Who Work with Women. Cambridge, MA: The Women's Alcoholism Program of
CASPAR, Inc.; 1990

59. Gawin FH, Kleber HD. Evolving conceptions of cocaine dependence. Yale Biol Med.
1988;67: 123-126

60. Tim FM, Fletcher B, Hubbard RL. Treatment Outcomes for Drug Abuse Clients. National
Institute on Drug Abuse Monograph. 1991;106:93-112

PAGE 68 VOLUME 70, NUNIBER 1


